»~~._VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://Amww dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

October 31, 2019

Ms. Catherine Rooney, Manager
Harvey House Ltd

1860 Main Street

Castleton, VT 05735-7709

Dear Ms. Rooney:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 4, 2019. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,
?Q,wm@ecmw

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation




PRINTED: 09/18/2019

FORM APPRGVED
Division of Licensing and Protection . .
STATEMENT OF DEFICIENGIES (X1} PROVIDER{SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X2) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMEF R: COMFLETED
: A BLILDING:
g . C
0380 . B WING 09/04/2019
NAME OF PROVIDER OR SUPPLIER ' STREETADDRESS, CITY, STATE, ZIP CODE
1860 MAIN STREET .
HARVEY HOUSE LTD
. CASTLETON, VT 05735
(14 1D i SUMMARY STATEMENT OF DEFICIENCIES D PRDVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDEINBY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TRG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

R100 initial Camments: . R100
An unannounced on-site complaint visit was
mu, e by the Division of Licensing and Protectian
on 3/4/19 to determine regulatory compliance . .
with having Registered Nurse coverage. During -
the survey it was identified and confirmed that the ©
facility is currently without a Registered Nurse :
and has not had coverage since Dacember 2018, |
This was determined to represent a situation that
requires Immediate Corrective Action (ICA) due
to the risk to the safety of residents, The facility
was notified of the need for ICA in writing on ;
September 5, 2019, and in response, the facility |
submitted an Immaediate Correctlve Action plan
an September 11, 2018.
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R128 Continued From page 1

R134

Wéntified and confirmed that the facility is

cuiently without a Registered Nurse (RN) to
pr('f,i/ide nursing oversight and delegation of
nyrsing tasks, and has been without RN coverage
since December 31, 2018. Residents in the ;
home are having medications administered by
unlicensed staff, without RN review and direction. :

Resident #1 was admitted to the facility 3/6/19

and there is no avidence that 2 Registerad Nurse |
(RN) did an assessment or reconciled hisfher
Mmedications. There is no evidence that an RN
completed a care plan for the resident. The care 1
giver that was present in the home, stated on
9/4/19 at 8:30 AM, that the RN only checks off the
resident's medications when they come to the
facifity. 3/he further stated that the RN had not
been in for a long time. .

The owner tonfirmed at 10:30 AM on 8/4/19, that -
there has been no RN coverage since December
2018 and no RN reviewed Resident #1 upon
admission. It was further confirmed at this time,
by the owner, that unlicensed staff have been
giving medications to the resident without RN
oversight

V. RESIDENT CARE AND HOME SERVICES

5.7 Assessment

57.a An assessment shall be completed for
each resident within 14 days of admission,
consistent with the physician's diagnosis and
orders, using an assessment instrurnent provided
by the licensing agency. The resident's abilities
regarding medication management shall be
assessed within 24 hours and nursing delegation

R128
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R134
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R134 Centinued From page 2

wnplemented, if necessary.
. i

Th{{; REGQUIREMENT is not met as evidenced
by

Based on staff interview and record review, the
facility failed to ensure that assessments were
completed for 1 of 5 residents in the sampie,
Resident #1, within 14 days of admission.
Further the resident's abilities regarding

R134 ﬁfﬁ\%\—‘\'

medication management was net assessed within:

24 haurs, and no aursing delegation was
completed. Findings include:

" Resident #1 was admitted to the facility 3/6/19

and in reviewing the medical record, thereis no

svidence that an assessment was comipleted by a
Registered Nurse (RN) within 14 days of
admission. The owner confirmed on 9/4/19 at
10°30 AM that there has not been a completed
assessment and medication review by an RN for
Resident #1 and unlicensed staff have been
providing care for the resident that s/he felt was
necessary based on information s/he had
obtained upon admission.

R135 V. RESIDENT CARE AND HOME SERVICES

55 Assessmant

5.7b If a rasident requires nursing overview or
nursing care, the resident shall be assessed by a
licensed nurse within fourteen days of admission
lo the home or the commencement of nursing
Services, using an assessment instrument
provided by the licensing agency.

This REQUIREMENT is not met as evidenced

R135
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R135 Conhnued From page 3 , - R135
Lly

Balied on staif interview and record review, the
fac,hty failed lo have a licensed nurse assess 1 of |
5 rlssidents, Resident #1, within 14 days of :
admission, using an assessment instrument
provided by the licensing agancy. Findings
include:

There is no evidence that an assessment was ;
completed within 14 days &f the 3/6/19 i
admission, The resident requires medication i |
administration. Confirmation was made by the , :
owner on 9/4/19 at 10:30 AM that a 14-day ﬁ

assessment was not completed by a licensed

nurse. |

R136 V. RESIDENT CARE AND HOME SERVICES ~ R136 AN e CSL\ M%mk

55=F
5.7. Assessment \'\C&_\A\Q &)*—C:"_SLJV\ CSY 'Q L(,(:Q\)Q
57.¢ Each“’resident shall ais0 be reassessed &@ A T*‘G’/Uj-
annualy and at any point in which there is a \-‘E&‘\ m b \{ \\_LQ_,

change in the resident's physical or mental
@b TE\&\'@,\D‘Q@

condition. ) Q N

TS D 5%
This REQUIREMENT is not met as evidenced | 5\@ i \z {\Q‘\K“\{‘QU\S\ ‘(\%
by: OV

Based on staff interview and record review, the " \& o G A OCAS
facility failled to insure that resident assessments TS\

for 3 of 5 residents, Resident #2, 3 and 4, were
reassessed annually, Findings include:

Review of medical records on 9/4/13 presents
that Resident #2 1ast had an assessment
completed on 4/30/18, Resident #3 last
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R136 Continued From page 4 R136
Essessment was completed by the Registered
Nulse on 7/30/18 and Resident #4 was 8/31/18.
Thy; owner confirmed on 9/4/19 at 10:30 AM that :
theve has not been a Registered Nurse available o
‘o complete the assessments.
R145 V. RESIDENT CARE AND HOME SERVICES R145
35=D !
5.9.c(2) U(‘ \ . \l\ .
Oversee development of a written plan of care for A\\ oML Xe . S E
each resident that is based on abilittes and needs - b . (’(Qaﬁ ( %‘ :
as identified in the resident assessment. Aplan ‘Qfe—'\!\ CQTW‘-K/@\ AN B
of care must describe the care and services . e s . '—E
necessary to assist the resident to maintain T %‘\_&C& Y'“Q%\’i‘e\/&
independence and well-being; \D?L\)\"%\Q E‘\\(\
. T\ S VB Qe
This REQUIREMENT i not met as evidenced \g \‘b WD o =
oy QN esx\{ 2 VwoefY ©
Based on staff interview and record review, the b WP
facility failed to insure development of a written WAV &f\) : \( TN 3@' < ,S
plan of care far 1 of 5 residents, Resident#1. O 6 '{‘EC(O VA=
Findings include; (_ DAL .
Resident #1 was admitted o the home on 3/6/19
and at the time of admission there is no evidence
that a Registered Nurse (RN) was available for
the facility to complete the pian of care. The \
owner confirmed on 9/4/19 at 10:30 AM that there
was no RN to complete the plan of care.
- R146 V. RESIDENT CARE AND HOME SERVICES R146
SS=1
59.c(3)
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SUMMARY STATEMENT OF DEFEC!ENC ES

Prov;de instruction and supervision to all direct
c.:ai,- personnel regarding each resident's health
cane needs and nutritional needs and delegate
nl.n:.mg tasks as appropriate;

,‘Thvs REQUIREMENT is not met as evidenced
by '

(Xa) 1D 5] PROVIDER'S PLAN QF CORRECTION (X8)
PREFIX " (EACH DEFICIENCY MUST BE PRECERED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD Bk COMPLETE
TAG REGULATORY GR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

\ DEFICIENGY)
R146 Contmued From page § R146

b

Based on staff interview and record review, there *

is no evidance that the facility provided a
Registered Nurge to provide instructions and
supervision to all direct care staff regarding the

health care ngeds and delegation of nursing tasks.
as appropriate for 5 of 5 residénts that live at the -

facilily and one resident, Resident #1 in regards
for direction for monitering blood pressures after
falls that wers in relation to bouts of being dizzy.
This citation requires Immediate Corrective Action
due to the risk to resident safety. Findings
include;

During an interview with the care giver at the
home, s/he stated that his/her duties were to
monitor the residents while doing daily activities,
hetping them as they need, and s/he does
medication management for the residents. There
is no evidence that supervision from a Registared
Nurse (RN) has been provided since December
2018 for the care of the residents and there is no
evidente that an RN has assessed the staff that
are medication delegated for greater than one
year. Tha care giver at the home stated that s/he
cannot recall the last time that the RN oversaw
the medication administration and further stated
that the RN only checks off all the medications
when a resident comes to the facility. The
caregiver also confirmed on 9/4/19 at 8:30 AM
that if a resident has a fall, s/he assesses them to
make sure they are okay and if they say "ow” sthe
assumes there is an injury and calls the rescue
squad.

e

e AW gdalf wovee
?,«n:\:v\ QL WAL AN ”\\ ov\

VEZ,\\k _@ ‘JV&J\_
Ceron \_\\] AN 2okl
\\CL\,-‘“Q \as i A \—fﬁ%\
A S e X

\% O Wl AACCINON
,&.:uu /&w\\/ \\J o
:_U\ﬂ \;\DT\; \\QCX

\MMMCSV %

¢ GoTAed

\ O A j(

@, TENAC Lo N

mgbu;\eﬁ\c o WD

\D\‘l \(@\&Q\D\\I\&l T\ @}:\K
CRCONX

T2

Pl oY

Division of Licensing and Prataction
STATE FORM

FT /9

"THO¥d

[2u:]

Y7817 If cantinuation sheet & of 14

WY €5:TT 6T02°5¢° 320



Division of Licensing and Protsction

PRINTED: 09/18/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA
AND PLAN &F CORRECTION IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

(43) DATE SURVEY
COMPLETED
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59.c(5)

Assure that residents’ medications are reviewad
periodically and that all resident medications have
cither a supparting medical diagnosis or problem;

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
faciity failed to ensure that resident's medications
are reviewed periodically. This citation requires
Immediate Corrective Action due to the risk to
resident safety.  Findings include:

During record review of the medical records, it
was found that there is no signature on the
medication administration record (MAR) that the

A BUILDING:
C
0380 B. WING 09/04/2019
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R146 Continued From page 6 R148
Refiident #1 had falls on 5/21/19 and bumped
hisrher head and there was no notification made
to the RN, on 6/24 and 6/27/19 s/he got dizzy and : ’
fell. Resident #1 fell again on 7/9/19 aiter getling -
dizzy. Resident #1 alsp sustained falls on 718 ¢
and 7/29/19 in which s/he said that their left knee
gave out. The resident went to the emergency
department on 8/8/19, at their request, to find out .
why his/her left knee hurt and why they kept
getting dizzy and it was found that the rasident
required medication adjustment to assist with .
hypotensive episodes that were causing the falls. :
There is no evidence that an RN provided
instructions for the staff regarding the health
needs of Resident #1. The owner confirmed at
10:30 AM on 9/4/19 that there was not an RN for
the facility to contact. . :
R148 V. RESIDENT CARE AND HOME SERVICES R148 A
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R148

S8=L

R158

Continued From page 7 R148

care givers use to determine what medications
argigiven to the resident. Further review of the
record showed that the last visit from the
Reyistered Nurse (RN) was in December 2018,
The caregiver on duty on 9/4/19; at the (imz of

the review, stated at 8:20 AM that the RN only
checks the medications when a resident comes

to the facility. S/he further stated that the owner
copies the medicatons on the MAR from month

to month and s/he stated that the information
came from doctor orders and what was on the
previous month's MAR. The owner confirmed at
10:20 AM that s/he reviews thé medscatlons for
the residents and not-an RN. :

V. RESIDENT CARE AND HOME SERVICES - . R155

59.6(12)

Assume responsibility for staff performance in the
administration of or assistance with resident
maedication in accordance with the home's
nolicies,

This REQUIREMENT is not met as svidenced
by:

Based on staff interview and record review, the
facility failed to have a Registered Nurse on duty
that assumed the responsibility for staff
performance in the administration of medications
in accordance with the home's policies. This
citation requires Immediate Corrective Action due
to the nisk io resident safety. Findings include:

Per review of the home's policies, they dictate the
Registered Nurse (RN) responsibility for staff
performance in the administration of resident
medications. The policy was not adhered to, as
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R155 Continuved From page 8

ihe home did not have RN caverage since
Defember 2018. The policy for administration of
psychotropic medication required the Abnormal
Involuntary Movement Scale administered every
six months for patients on psychotropic
medications was not followed as there was no RN-
coverage. The policy for nurse oversight quotes
the Vermont State Residential Care Home
Licensing Regulations regarding medication
administration which states; that the RN will
assure that residents medications are reviewed
periodically and that all resident medications have
either a supporting medical didggnosis or problem
(5.9.c(5)), assume responsibility for.staff
performance in the administration or assistance
with resident medication per house policies
(5.9.¢(12) and 5.10.4(3)). It continues to include
reference to teaching designated staff proper
techniques fpr medication administration and
providing appropriate information about the
resident’s condition, relevant medications and
potential side effects (5.10.d(3)(/)) and the
assessing of the resident’s condition and the
need for any changes in medications, monitoring
and evaluating the designated staff performance
in carrying aut the RN's instructions (5.10.d(3)(ii)
and 5.10.d(v). Per confirmation on 9/4/19 at
10:30 AM by the owner, the policies were not
followed because there was not RN coverage for
the facility since December 2018,

SRS1B1 V. RESIDENT CARE AND HOME SERVICES

iy

510  Medication Management

5.10.b The manager of the home is responsible

for ensuring that all medications are handled

according to the hame’s pelicies and that

-

R155

R161
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oesngnated staff are fully trained in the policies
ang procedures.

Thu REQUIREMENT is not met as evidenced
Py:

Based on staff interview and record review, the
facility fatled to ensure that the manager of the
home ensured that all medications were handled
according to the home's policies. This citation
requires Immediate Corrective Action due to the
risk to resident safety, Findings include:

Review of the home's policies for nurse oveérsight i
 states that the Registered Nurse (RN) will assure !
that resident's medications are reviewed :
peripdically and that all resident medications have
either a supporting medical diagnosis or problem. -
The policies also include that the RN will assess
the resident’s condition and the nead for any
changes in medications and monitoring and
evaluation the designated staff performance in
carrying out'the RN's instructions. Per care giver
of Harvey House on 8/4/18 at 8:30 AM, s/he
doesn't know when the medication tests were
taken and said that the RN never came to pick
them up, The owner confirmed on 9/4/19 at
10:30 AM, that there was no RN coverage for the
home since December of 2018 and there had
been no RN oversight of staff designated to
administar medications, The staff tock a
medication administration quiz in 2019, but there
are no dates to indicate when they were taken
and no signature of who administered the quiz,
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5.5 Medication Management
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10 d If a resident requires medication
adt‘nmstratnon unlicensed staff may administer
medlcallons under the following conditions:

{1 A registered nurse must conduct an
assessment consistent with the physician's
diagnosis and orders of the resident’s care needs -
as required in section §.7.¢ :

This REQUIREMENT is nat met as evidenced

by:

Based on staff interview and record review, the
faciity failed to ensure that a Registerad Nurse
conducted an assessment with the physician's
diagnosis and orders of the resident's care needs -
far 1 of 5 residents, Resident #1. Findings
include:

Resident #1, was admitted to the facility on 3/6/19
and there is no evidence that an assessment was
conducted by a Registered Nurse prior to
unlicensed-staff administering medications to
Resident #1. Resident #1 was seen in the
emergency department 8/5/19 and had changes
in condition and medications, s/he also had an
increase of his/her Clonidine {2 medication used
for hypertension) but did not have an RN review
the medication change or the reason for the
change. The owner confirmed at 10:30 AM on
9/4/19 that the facility did not have an RN for
overview and assessments

K165 R165
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V. RESIDENT CARE AND HOME SERVICES

5.10 Medication Mahagement

5.10.d If a resident requires medication
administration, unlicensed staff may administer
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medmahons under the following conditions:
(% The registered nurse must accept .
responsibility for the proper administration of
'ﬂedicaﬁions andis responsible for:

i. Teaching designated staff proper techmques :
for medication administration and providing :
appropriate information about the resident's
condition, relevant medications, and potential
side effects;

ii. Establishing a process for routine
communication with designated staff aboutthe
resident's condition and the effect of medicatians, ¢
as well as changes in'medications; .

jii. Assessing the resident’s condition and the
need for any changes in medications; and
Monitoring and evaluating the designated staff
performaince in carrying out the nurse’s
instructions,

This REQUFREMENT i& not met as evidenced
by: :

Based on observation, staff interview and record
review, the facility failed to ensure that unlicensed

' staff did not administer medications without the

direction of & Registered Nurse and without an
assessment of the resident's condition and the
need for any changes in medications for 5 of 5
residents, Resident #1, 2, 3, 4 and 5. This citation
requires Immediate Correclive Action due to the
risk to resident safety. Findings include:

Per interview on 9/4/19 at 8:30 AM, the caregiver
of the home stated that s/he has been a
medicated delegated staff member since 2003
and could not recall the last time an RN assessed
histher competency in medication administration,
Sihe further confirmed that Resident #1 was
admitted on 3/6/19 and s/he did not think that an
RN had been in to assess the resident. The
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c,aregwer also stated that Resident #1 had a
chqnge in medications after s/he went to the
emergency department on 8/5/19 and had a
change in histher Clonidine. Resident #2
recaived a new order for Tylenol 500 milligrarms |
twice a day and the order was from the doctor but ;
did not think there had been an RN. The :
medication adrministration record indicated that
the residents of the home were receiving
medications and while on sits, the caregiver ;
obtained and administered medicalions fof three
residents. The owner confirmed at 10:30 AM on ;
9419 that the staff that administer medications |
have been trained by the RN, but there has been
no RN oversight since December of 2018 and
any medication changes made were not rev&ewed i
by an RN.

V. RESIDENT CARE AND HOME SERVICES

51 Staff“é":ervices

5.11.a There shall be sufficient number of
qualified personnel available at all times to
provide necessary care, to maintain a safe and
healthy enviranmant, and to assure prormpt,
appropriate action in cases of infury, illness, fire
or other emergencies.

This REQUIREMENT is not met as evidenced
by

Baged on staff interview and record review, the
facility failed to ensure that there is always
sufficient number of qualified personnel available
to provide the necessary care and to maintain a
safe and healthy environment. This citation
requires Immediate Corrective Action due to the
risk to resident safety. Findings include:
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f\evu-,-w of the resident records, there i no
evu.jence that a Registered Nurse {(RN) oversaw
the provision of care and development of plans of
care. The facility has been without an RN to
wrovide the nursing oversight and delegation of
nursing tasks, including medication management. !
Unlicensed staff are providing nursing care ang
mediication administration without any nursing
oversght or supervision, There have been no RN
visits since December 2018. . ‘

Per interview on 9/4/19 at 8:30 AM, the caregiver
of the home stated that the Registered Nurse
{RN) sthe has been a medicated delegated staff
member since 2003 and could not recall the last
time an RN assessed his/her competency in
medication administration. S/he further
confirmed that Resident #1 was admitted on
36118 and s/he did not think that an RN had been
in to assess the resident. The caregiver alsc
stated that Resident #1 had a change in
medications after sthe went to the emergency
department on 8/5/19 and had & change in
his/her Clenidine. Resident #2 received a new
order for Tylenot 500 milligrams twice a day and
the order was from the doctor but did not think
there had been an RN. The medication
adrministration record indicated that the residents
of the home were receiving medications and
while on site, the caregiver obtained and
administered medications far three residents.
The owner confirmed at 10:30 AM on 9/4/19 that
the staff that administer medications have been
trained by an RN in the past, but there has been
no RN oversight since Decernber of 2018 and
any medication changes made were no reviewed
by an RN,
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